Dr. R A. YOUNG wished only to make a few criticisms and ask questions. The subject was of great practical interest and importance, but he thought it must be approached from the clinical standpointi.e., as an applied method, rather than as an academic matter. He was somewhat disappointed at the last meeting, because he thought the results were too theoretically considered. The object of the meeting was the clinical evaluation of X-ray findings in intrathoracic tuberculous disease. The earliest possible diagnosis of such disease was the object for which physicians were striving in different ways. The outlook of many speakers at the last meeting seemed to him to be too academic. The determination of the sites of tuberculous deposit in the thorax was primarily a pathological question, and could only be settled by pathological research. That the earliest deposits, in most cases, were in the bronchial glands was not seriously disputed in the case of children. The relationship of these deposits to tubercle later in life was still a debated question. Was the apical deposit in adults a recrudescence of the old lesions, or was it a reinfection? He did not look to X-rays to decide this question, but to pathology. There was a danger that if too great stress were laid upon the X-ray appearances they might suffer the fate of some of the other clinical methods which had been applied to diagnosis and had showed too much; for example, the von Pirquet reaction, which was too delicate, except in young children, to be of practical value. It was necessary to know the exact significance of the chest shadows, especially those at the hilus of the lung. Postmortem records, like those of Dr. Jordan and other observers, might show the frequency of old healed or arrested lesions in the bronchial glands, and even at the apex of the lung. There was nothing new in that; what was wanted was some further evidence that the disease spread from the hilus to the apex, in the way it had been said by Dr. Jordan to spread. It was probable that the spread took place by the lymphatics, and the name " peribronchial phthisis " did not appeal to him. He would certainly require further pathological evidence before accepting it. And he still felt he would distrust X-ray findings which were not definitely correlated with symptoms, or even with physical signs. He wished to ask whether X-rays could show a deposit in the bronchial glands of children before there was clinical evidence of such deposit ? Secondly, could X-rays differentiate old healed, quiet lesions from recent, active, progressive ones, whether at apex, hilus, or base ? Thirdly, was it clear yet how much of the X-ray appearances seen at the root of the lung were normal? And of those which were pathological, were they due to old quiet lesions or to active tuberculous processes in the bronchial glands, or at the hilus of the lung ? Fourthly, accepting Dr. Jordan's statement as to the line. of march, could the X-rays show progress from the hilum to the apex at an early stage, before there were recognizable physical signs ? And, if so, what were those X-ray indications? Lastly, in basic conditions, which always seemed to cause most difficulty in diagnosis, would the X-rays give definite information in distinguishing between recent active infiltration, thickened pleura, bronchiectasis, and fibrosis ?
He considered such meetings as the present one were of very great value, because they enabled those who were looking at the subject from different standpoints to gain further information, and to appreciate different aspects of the problems they were investigating.
Dr. GILBERT SCOTT said most of the points he had intended to bring forward had already been dealt with by the previous speakers. He quite agreed with what had been said on the subject by Dr. Finzi and Dr. Young. What made the radiographic diagnosis so difficult in chest cases was the fact that the normal radiographic appearance was still undecided. Skiagrams taken of what were regarded as normal lungs would show wide ranges of difference. In the case of people who lived in changeable climates, the amount of inflammatory change remaining in the lungs must be considerable, leaving behind fibrous tissue in a more or less degree, with enlarged and calcareous glands at the roots of the lungs; practically all those living in this climate had these conditions present. He did not think it justifiable that a person should be diagnosed as " tubercular " simply becarnse this condition was present in his lung; a condition which might be caused by simple inflammatory changes other than that carried by the tubercle bacillus. It was as well to remember that even the typical mottling of phthisis, which might be seen at the apex or elsewhere in the lung, might be produced by other conditions. He mentioned a case of a man, aged 60, who showed at one apex the typical mottling of early phthisis. He died soon afterwards, and at the postmortem the appearance was found to have been caused by collapse of that portion of the lung, due to a malignant gland having pressed on a bronchus. This portion of the lung was adherent to the chest wall and there was no air entry.
Dr. R. MURRAY LESLIE said he would like to dwell briefly on one or two points which had emerged from the debate, particularly one or two
